The incidence of human immunodeficiency virus (HIV) infection among young black men who have sex with men (BMSM) is among the highest of all risk groups in the United States (1) (2) (3) . Two important strategies to reduce HIV transmission among young BMSM are to increase the proportion of men who are aware of their HIV infection and to increase the consistent use of condoms among sexually active men (4, 5) . However, limited information is available to help develop HIV-testing and condom-promotion programs for young BMSM. To address this need, data from CDC's Young Men's Survey (YMS) were used to evaluate the prevalence of unrecognized HIV infection, barriers to testing, and reasons for nonuse of condoms among BMSM aged 15-22 years. This report summarizes the results of the survey, which indicated that of the 16% of young BMSM participants who were infected with HIV, nearly all were unaware of their infection. Few young BMSM reported testing frequently for HIV, and many reported engaging in behaviors that could transmit HIV because they perceived themselves or their partners to be at low risk for infection. These findings underscore the urgency of expanding and improving prevention efforts for young BMSM by increasing the demand for and availability of HIV-testing services and by providing high-quality prevention counseling that includes assessment and clarification of perceived risks for infection.
YMS was a cross-sectional survey conducted during 1994-1998 of males aged 15-22 years who attended MSMidentified venues (e.g., shopping areas, dance clubs, bars, and organizations) in Baltimore, Maryland; Dallas, Texas; Los Angeles, California; Miami, Florida; New York, New York; the San Francisco Bay Area, California; and Seattle, Washington (1) . Extensive formative research was conducted to construct monthly sampling frames of the days, times, and venues attended by young BMSM. Each month, 12-16 venues and their associated day/time periods were selected randomly and scheduled for sampling. During sampling events, men were approached consecutively to assess their survey eligibility. BMSM eligible for the survey were aged 15-22 years and residents in one or more local counties. Participants were interviewed by using a standard questionnaire, had blood drawn for HIV testing, were given appointments to obtain test results, and were provided HIV-prevention counseling and referral for care when needed.
Specimens were tested for HIV at local laboratories with standard assays. Analyses were restricted to men who reported ever having sex with men and who described their racial background as either being only black or having a mixed background that included being black. Analyses excluded records of duplicate participants, who were identified by using the Miragen antibody profile assay (6) . Records also were excluded from Seattle because few BMSM had participated in that city.
In the six cities, 920 BMSM participated in YMS (range: 127-202). The participation rate among eligible blacks was 61% (range: 53%-77%). Of the 920 participants, 150 (16%) tested positive for HIV (range: 13%-18%). Of the 150 HIVinfected BMSM, 139 (93%) were unaware of their infection (range: 88%-100%). Of those with unrecognized infection, 99 (71%) reported either that there was no chance, that it was very unlikely, or that it was unlikely that they were infected with HIV; 58 (42%) perceived themselves at low risk for ever becoming infected; and 45 (32%) perceived themselves at low risk both for being and for ever becoming HIV-infected (Table) .
During the 6 months preceding the survey, the 920 BMSM reported a median of two male sex partners (interquartile range: one to three), 712 (77%) reported having anal intercourse with another man, and 342 (37%) reported having unprotected anal intercourse (UAI). Of the 79 BMSM with unrecognized HIV infection who had UAI, 41 (52%) reported not using condoms for one or more of the following reasons: they "knew" they were HIV-negative (24%), they "knew" their partners were HIV-negative (20%), or they thought their partners were at low risk for infection (35%); 34 (43%) also reported not using condoms because none were available (Table) .
Of the 920 BMSM, 585 (64%) had ever tested previously for HIV, but few had tested frequently (median number of tests: one; interquartile range: zero to two). Of those who had tested previously, 536 (92%) reported last testing HIVnegative, and of these, 87 (16%) were found to be infected with HIV. The 332 (36%) men who had not tested previously gave the following reasons for not testing (more than one reason could be given): low risk for infection (45%), fear of learning their results (41%), and fear of needles (21%). Of those who had not tested previously, 42 (13%) were HIVinfected. Of the 148 men who had not tested previously because of perceived low risk, 122 (82%) ever had anal intercourse with a man, 99 (67%) had at least three lifetime male partners, and 11 (7%) were HIV-infected.
Compared with their noninfected peers, young BMSM with unrecognized infection were more likely to report engaging in UAI and not testing previously because of fear about learning their results (Table) . Noninfected young BMSM were more likely to perceive themselves at low risk for infection and not to have tested previously because of this perception.
Editorial Note: The findings in this report are consistent with previous studies suggesting that in several U.S. cities, the majority of young HIV-infected MSM, particularly BMSM, were unaware of their infection (1, 7) . In a preliminary analysis of 573 HIV-infected MSM aged 16-29 years sampled in six U.S. cities, proportionally more BMSM were unaware of their infection than were white MSM (91% versus 60%) (7) . However, among all young MSM with unrecognized HIV infection, no racial or ethnic differences were observed among those perceiving themselves at low risk for being infected (66%), engaging in UAI (54%), or not using condoms during anal intercourse because of perceived low personal or partner risks for HIV infection (46%) (7) . These findings underscore the urgency of improving HIV-prevention efforts for all young MSM by 1) increasing the demand for and availability of HIV-testing services and 2) providing young MSM with high-quality HIV-and STD-prevention services that include assessment and clarification of personal risks for infection.
In accordance with recently revised guidelines, health-care providers should assess the HIV risks of their patients routinely and encourage all MSM at risk for HIV to test at least annually (8, 9) . Findings from this report indicate that demand for testing by young BMSM might be increased by implementing efforts that increase personal risk perceptions; addressing concerns about testing positive by conveying the benefits of early diagnosis and HIV care; and marketing the availability of oral fluid, urine-based, or finger-stick HIV tests that do not require venipuncture (9) . Use of testing services also might be increased by offering testing in nonclinical settings that serve or are attended by young BMSM and by providing high-quality partner referral services for all those who test positive (5, 9) . HIV testing should be accompanied by high-quality prevention counseling that includes an in-depth personalized risk assessment, clarification of risk perceptions, and negotiation of steps to reduce risks (9) . Because 16% of young BMSM who reported being HIV-negative were found to be HIV-infected, providers should encourage young BMSM to use condoms consistently with all partners, including those who have tested negative previously. In negotiating risk reduction with young BMSM, providers should be prepared to address alcohol, drug, and partner influences on condom use and to help young BMSM cope with emotional responses in high-risk situations. Providers should refer clients who have difficulty in initiating or sustaining safer behavior for more intensive individualized prevention counseling and support services (9,10). Finally, managers of prevention programs should consider increasing the availability of condoms in settings where young BMSM are likely to encounter sex partners.
The findings in this report are subject to at least three limitations. First, findings might not be applicable to young BMSM who do not attend MSM-identified venues or reside in the six participating cities. Second, because approximately 39% of eligible young BMSM chose not to participate, selective nonparticipation could have biased reported findings. Finally, data were collected during face-to-face interviews and are subject to disclosure biases. The finding that nearly all HIV-infected young BMSM in this survey were unaware of their infection might be attributed, in part, to one or more of these biases. However, a high proportion of young BMSM who are unaware of their infection is likely given the high HIV incidence and low frequency of testing among young BMSM (2) .
In partnership with state and local health departments, nongovernment organizations, community stakeholders, and other federal agencies, CDC is taking steps to reduce HIV transmission and unrecognized infection among young MSM, particularly BMSM. Since September 2001, five national consultations have helped identify current prevention needs of MSM, including young minority MSM. In 2001, additional resources were made available to expand HIV counseling and testing, outreach services, and behavioral risk-reduction interventions for young minority MSM. Ongoing prevention efforts also are being strengthened through capacity development for minority community-based organizations serving young MSM, and through recently released guidelines calling for expanded risk assessment and HIV testing for homosexual and bisexual men (8, 9) . Finally, new research efforts, including rapid ethnographic assessments, have been initiated to identify additional factors that influence HIV-acquisition risks among young minority MSM. These and similar efforts signal the increased priority at national, state, and local levels to reduce the considerable racial disparities in HIV morbidity and unrecognized infection among young MSM. the U.S. population. This report summarizes the results of that analysis, which indicate that during July 2000-June 2001 an estimated 4.3 million nonfatal sports-and recreationrelated injuries were treated in U.S. hospital emergency departments (EDs). Injury rates varied by sex and age and were highest for boys aged 10-14 years. Effective prevention strategies, including those tailored to specific activities and those aimed at children, adolescents, and adults, are needed to reduce sports-and recreation-related injuries in the United States.
NEISS-AIP is operated by the U.S. Consumer Product Safety Commission (CPSC) and collects data on initial visits for all types and causes of injuries treated in U.S. EDs. NEISS-AIP data are drawn from a nationally representative subsample of 66 out of 100 NEISS hospitals, which were selected as a stratified probability sample of hospitals in the United States and its territories with a minimum of six beds and a 24-hour ED. NEISS-AIP provides data on approximately 500,000 injury-and consumer product-related ED cases each year.
Sports-and recreation-related injuries included those occurring during organized and unorganized activities, whether work-related or not. An injury was defined as bodily harm resulting from exposure to an external force or substance. Each case was classified into one of 39 mutually exclusive sports-and recreation-related groups based on an algorithm that considered both the consumer products involved (e.g., bicycles or accessories, swings or swing sets, or in-line skating [activity, apparel, or equipment]) and the narrative description of the incident. Cases were excluded if 1) the principal diagnosis was an illness, pain only, psychological harm only, contact dermatitis associated with consumer products or plants, or unknown; 2) the ED visit resulted from the adverse effects of therapeutic drugs or surgical care; or 3) the injury was violence-related, including intentional self-harm, assault, or legal intervention. Because deaths are not captured completely by NEISS-AIP, persons who were dead on arrival or who died in the ED also were excluded.
Each case was assigned a sample weight based on the inverse probability of selection; these weights were added to provide national estimates of sports-and recreation-related injuries. Estimates were based on weighted data for 70,060 sports-and recreation-related ED visits during July 2000-June 2001. Confidence intervals (CIs) were calculated by using a direct variance estimation procedure that accounted for the sample weights and complex sample design. Rates were calculated by using averaged 2000-2001 U.S. Census Bureau population data.
During July 2000-June 2001, an estimated 4.3 million (95% CI=3.7-4.8 million) sports-and recreation-related injuries were treated in U.S. hospital EDs, comprising 16% of all unintentional injury-related ED visits ( Table 1) . The percentage of all unintentional injury-related ED visits that were sports-and recreation-related was highest for persons aged 10-14 years (51.5% for boys, 38.0% for girls), and lowest for persons aged >45 years (6.4% for men, 3.1% for women). The overall rate of sports-and recreation-related injuries was 15.4 per 1,000 population (Table 1) . Rates were highest among persons aged 10-14 years (75.4 for boys, 36.3 for girls), and lowest among persons aged 0-4 years (11.1 for boys, 6.8 for girls) and persons aged >45 years (4.3 for men, 2.2 for women). Among all ages, rates were higher for males than for females ( Figure) .
Types of sports-and recreation-related activities in which persons were engaged when injured varied by age and sex. For persons aged 0-9 years, the leading types were playgroundand bicycle-related injuries ( Table 2 ). Both scooter-and trampoline-related injuries ranked among the top seven types of injuries for both boys and girls aged 0-9 years. For males aged 10-19 years, football-, basketball-, and bicycle-related injuries were most common. For females aged 10-19 years, basketball-related injuries ranked highest. For persons aged 20-24 years, basketball-and bicycle-related injuries ranked among the three leading types of injuries. Basketball-related injuries ranked highest for men aged 25-44 years. Exercise (e.g., weight lifting, aerobics, stretching, walking, jogging, and running) was the leading injury-related activity for women aged >20 years and ranked among the top four types of injuries for men aged >20 years.
The most frequent injury diagnoses were strains/sprains (29.1%; 95% CI=25.2%-33.0%), fractures (20.5%; 95% CI=16.5%-24.5%), contusions/abrasions (20.1%; 95% CI=17.5%-22.8%), and lacerations (13.8%; 95% CI=11.9%-15.8%). The body parts injured most commonly were ankles (12.1%; 95% CI=10.9%-13.4%), fingers (9.5%; 95% CI=8.2%-10.8%), face (9.2%; 95% CI=7.9%-10.5%), head (8.2%; 95% CI=6.4%-10.1%), and knees (8.1%; 95% CI=6.8%-9.4%). Of an estimated 350,734 (95% CI=270,417-431,051) persons with sports-and recreationrelated head injuries, approximately 199,050 (95% CI=127,947-270,153) had a brain injury diagnosed (i.e., diagnosis of concussion or internal injury). Overall, 2.3% (95% CI=1.5%-3.0%) of persons with sports-and recreationrelated injuries were hospitalized. groups and account for more ED visits annually than injuries involving motor-vehicle occupants (3.5 million). Effective prevention efforts are needed to reduce the risk for these injuries among all population groups. Interventions to reduce the risk for sports-and recreation-related injuries can be classified into three categories: personal countermeasures (e.g., use of safety gear), behavioral interventions (e.g., proper conditioning), and environmental modifications (e.g., use of padded goal posts). Specific prevention recommendations vary by sport and recreation activity, and some activityspecific interventions can decrease the risk for injury. For example, wearing helmets while bicycling reduces the risk for head injury by 85% (4), and using breakaway bases decreases the number of sliding-related baseball and softball injuries by 96% (5) . Further studies are needed to identify effective interventions for other activities and injury types.
Data on sports-and recreation-related injuries from other national and state hospital-based data systems are limited because the International Classification of Diseases, Ninth Revision, Clinical Modification external cause-of-injury codes (E codes) typically do not specify the type of activity in which the person was engaged at the time of injury. In comparison, these types of injuries can be classified from NEISS-AIP data by using the consumer product codes and a narrative description of the incident. This approach makes NEISS-AIP a useful surveillance tool for characterizing and monitoring sportsand recreation-related injuries and identifying emerging injury problems requiring further investigation.
Estimates in this report are higher than those found during 1997-1998 by the National Hospital Ambulatory Medical Care Survey, which indicated that an estimated 3.7 million ED visits were made annually to treat sports-and recreation- related injuries (6) . Although this estimate was based on a review of narrative fields, no consumer product codes were collected, which might have resulted in an underestimation of the number of ED visits. Sports-and recreationrelated injuries treated in EDs represent only a portion of these types of injuries that receive medical attention; many more of these injuries are treated in other settings (e.g., health-care providers' offices and clinics) (7). The findings in this report are subject to at least five limitations. First, injury rates were based on the U.S. population; data on exposure time or frequency of participation were not collected. Because of the lack of exposure data, these estimates cannot be used to compare relative risks for different sports or for different age groups or sexes. Second, NEISS-AIP captures only injuries treated in hospital EDs. Third, it could not be determined whether a sports-and recreation-related injury was a new injury or an aggravation of an injury sustained previously. Fourth, NEISS-AIP narrative descriptions do not provide detailed information about injury circumstances (e.g., whether or not the activity was organized, whether the injury occurred during training or competition, or whether protective equipment was used). Finally, NEISS-AIP is designed to provide national estimates but not state or local estimates.
The national health objectives for 2010 (8) and The Surgeon General's Call to Action to Prevent and Decrease Overweight and Obesity (9) emphasize the importance of physical activity. The benefits of physical activity are substantial; however, persons engaging in such activity should be aware of their risk for injury. Additional information about safe participation in sports-and recreation-related activities are available at http: //www.cdc.gov/safeusa/siteindex.htm.
Delayed Diagnosis of Fragile X
Syndrome -United States,
1990-1999
Fragile X syndrome (FXS) is the leading cause of inherited mental retardation, affecting approximately 50,000 persons in the United States (1). FXS occurs when a mutation on the X chromosome is passed from mother to child. Preliminary data suggest that children affected by FXS experience a delay in diagnosis, a pattern common to other single-gene disorders (2) . The molecular test used to definitively diagnose FXS became available in 1991. The first indication of FXS within a family is usually the diagnosis of FXS in a child. Although no proven treatments exist for FXS, prompt diagnosis enables children to receive early intervention services and families to receive genetic counseling (3, 4) . To assess the timing of a diagnosis of FXS in an affected child and genetic counseling for the family, the Frank Porter Graham Child Development Institute (University of North Carolina at Chapel Hill) conducted a survey during August-October 2001 of 140 parents whose first child affected by FXS was born and had the condition diagnosed during 1990-1999. This report summarizes the results of that survey, which indicate that approximately half of the families did not learn the diagnosis for more than a year after first concerns about their child's development or behavior, and half reported having subsequent pregnancies before FXS was diagnosed in their first child. These findings emphasize the importance of increased opportunities for early diagnosis so children and families can receive all possible benefits, including genetic counseling and intervention services.
No population-based registries for FXS exist in the United States, and few children are identified by routine surveillance systems for birth defects and developmental disabilities. To gather an adequate number of families in a short time frame, investigators used a convenience sample from mailing lists of research institutions and parent-based groups. The families surveyed were identified through two sources: the Carolina Fragile X Project, comprising families in the southeastern United States ascertained for a longitudinal cohort study of FXS (2) , and the FRAXA Research Foundation, a parent-based group focused on FXS education and research. The questionnaire asked about the process of finding out about the FXS diagnosis and the impact of the diagnosis on the family. Each parent of a child with FXS was asked to complete the questionnaire, with the assurance that answers were confidential and could not be linked to names. Approximately 535 questionnaires were mailed, and 460 questionnaires representing 299 distinct families were completed. If both parents from the same family responded, the mother's questionnaire was chosen for analysis. Nonbiologic parents (n=nine), parents who knew their FXS carrier status before the index pregnancy (n=16), and parents whose children were born before 1990 (n=134) were excluded; 140 families (126 boys) were included in the survey.
At the time the questionnaire was completed, the mean age of the 140 respondents was 37.6 years (standard deviation: 5.8 years); 93% of the respondents were white, 61% had completed at least an undergraduate degree, and 37% had an annual household income >$100,000. Before becoming pregnant with the first child affected by FXS, 40 (29%) of 139 respondents knew that they had a family history of mental retardation, learning problems, or behavioral problems.
In this sample, all children had FXS diagnosed after birth when symptoms began to develop. After the first contact with a health-care provider, 34 (24%) of 140 respondents reported visiting a health-care provider about the child's development >10 times before the genetic test for FXS was ordered (Figure) . Because girls with FXS might have less distinct physical features, historical endpoints were calculated only for boys.
A substantial gap existed between the child's age at the time someone became concerned about the child's development or behavior (median age: 12 months; range: 0-50 months) and the child's age at diagnosis of FXS (median age: 26 months; range: 6-101 months).
For many parents, the delay between the birth of the child and FXS diagnosis precluded informed reproductive decisions. Of the 140 parents, 70 (50%) reported having another child before their first child had FXS diagnosed; of these 70 parents, 30 (43%) had another child affected by FXS before the first child had FXS diagnosed. Overall, 124 (89%) of 139 parents reported receiving genetic counseling, and 99 (73%) of 136 reported that the diagnosis affected their decision to have another child. When parents were asked to choose the best time to offer voluntary genetic testing for FXS, 103 (75%) of 138 indicated that the best time would be before a woman becomes pregnant. Editorial Note: This report documents both the occurrence of a delayed diagnosis for a child with FXS and the impact this delay has on family planning. Early identification provides benefits for both the family and the affected child. First, early identification provides parents with a diagnosis, potentially reducing the psychosocial impact they face in searching for the cause of their child's disorder and providing more impetus for participation in early intervention programs. Second, early identification could provide parents an opportunity to receive genetic counseling for family planning. Third, early identification would allow the child to receive available intervention services. Infants who have FXS diagnosed are immediately eligible for publicly funded developmental services (e.g., early intervention programs) in all 50 states under Part C of the Individuals with Disabilities Education Act (5). Finally, early identification allows researchers to better understand the natural history of the disorder and provides an opportunity for testing the effectiveness of new interventions (5) .
Despite the potential benefits of early identification, strategies for obtaining an early diagnosis in a child are limited. Two such strategies are newborn screening (3,6,7) and early clinical recognition (8, 9) . Adding disorders such as FXS to newborn screening programs would guarantee a timely diagnosis. However, FXS does not have a proven treatment that must be administered shortly after birth, which is the fundamental criterion used to justify rapid, universal identification of a disorder in a newborn (3, 6) . Similarly, the clinical screening strategy might not be optimal for early identification of disorders such as FXS. The signs for FXS clinical recognition often are subtle, and no single factor (e.g., severity of mental retardation or behavior) is associated with the variability in the length of time from a child's birth to diagnosis of FXS (5). Strategies to enhance early clinical identification of FXS could include education programs for health-care providers that emphasize the importance of developmental screening and ascertaining family history as part of routine well-child health care, and focusing on improved recognition of the signs and symptoms of FXS and other developmental disorders in young children. The findings in this report are subject to at least two limitations. First, the convenience sample used for this survey probably does not represent all families affected by FXS in the United States. Respondents were parents who have elected to participate in research in the past or have an active interest in research and policy concerning FXS. Second, because the analyses were limited to a specific time frame, the sample size was relatively small.
Despite these limitations, this survey documents the consequences of a delayed diagnosis of FXS for both the child and the family. Although the strategies to obtain an early diagnosis for disorders such as FXS are limited, new approaches are needed to optimize access to services and information for personal health decisions and family planning. (Figure) . Among the patients with available data, the median age was 53 years (range: 3-94 years), and 
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